Staff Health Screening Form

Date: Child Care Program:
Please answer the following questions to the best of your ability:
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Symptoms of COVID-19: Fever (body temperature above 100.4° Fahrenheit) or chills, Cough, Shortness of breath or difficulty breathing,

Fatigue, Muscle or body aches, Headache, New loss of taste or smell, Sore throat, Congestion or runny nose (in conjunction with other
symptoms), Nausea or vomiting, or Diarrhea
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